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ABSTRACT

INTRODUCTION: Emotional Intelligence (EI) is a skillset that influences and impacts an individual’s ability to create, foster, and maintain strong
relationships. In healthcare settings optimal patient centered care exists when teamwork, critical thinking, selfless service, integrity, and emotional
intelligence are effectively practiced. While various methods exist to teach EI in the preprofessional and professional settings, the assessment of
the efficacy of these types of training remains elusive. We propose a novel use of EI assessments to determine the effectiveness of EI programs
and suggest that the information obtained can help shape and improve future EI education.

METHODS: Volunteer participants involved in the 2020–2021 Feagin Leadership Program (FLP) at Duke University were recruited for this study.
FLP is a one year program that aims to train healthcare leadership skills, with a special emphasis on EI. It is comprised of various stages of health-
care learners with a desire to improve their healthcare leadership skills. All participants took both an EI self-assessment (SSEIT) and EI ability
assessment (MSCEIT) both before and after a dedicated 5-hour EI educational session. Individuals must have completed both a pre- and
post-test for at least one assessment to be included in the study. Apart from standard descriptive statistics, Wilcoxon sign rank tests were utilized
to determine the effectiveness of the educational session by comparing pre- and post-tests within each assessment. A Spearman’s rank correl-
ation coefficient was used to compare the results of the SSEIT and MSCEIT.

RESULTS: A total of 32 FLP scholars initially participated in which 18 completed all assessments. Average age was 29 years old and consisted of
medical students (n = 16), residents (n = 7), fellows (n = 7), advanced practice provider (n = 1) and a researcher (n = 1). Group analysis of the
SSEIT pre and post scores were 131 (±13, range 98-149) and 136(± 13, 106-105), respectively which were statistically significant. Pre and post
MSCEIT scores were 102 (±20, range 32-141) and 103 (±12, range 80-121), which were not significant. The EI branches with the highest score on
each test was Managing Own Emotions and Understanding Emotions for the SSEIT and MSCEIT respectively while Perceiving Emotions was the
lowest for both assessments. Comparison of the SSEIT and MSCEIT demonstrated a moderate correlation that was statistically significant.

DISCUSSION: In our study participants felt their EI improved following the EI educational session, however this did not appear translate into their
actual ability. This could be a function of self-report bias or a limitation of the EI assessments. More studies in this space are needed to make this
determination. Additionally, the strengths of this specific program were within the strategic use of emotions therefore in the future more attention
should be placed on experiential use of emotions, specifically perceiving emotions. As EI education and training becomes more prevalent it is
important to not only accurately assess an individual’s EI ability but also the effectiveness of the education being presented. We propose that EI
assessments can be utilized as a tool to measure the effectiveness of EI education and receive formative programmatic feedback.
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Introduction
The term emotional intelligence (EI) was originally described

in 1990 by psychologists Peter Salovey and John Mayer as 1)

the ability to monitor one’s own and other people’s emotions,

2) to discriminate between different emotions and label them

appropriately, and 3) to use emotional information to guide

thinking.1 At that time EI was limited to an academic setting

until 5 years later when the publication of Daniel Goleman’s
book, Emotional Intelligence: Why it can matter more than

IQ propelled the concept into the common vernacular.2

Because of its emphasis on relationships, EI has been promoted

as an integral component of leadership, including within

healthcare leadership.3–7 EI studies within the healthcare

setting demonstrate that people with high levels of EI were

shown to promote greater physical and emotional care, have

higher job satisfaction, greater interpersonal sensitivity,

increased patient safety, and many other favorable attributes

to patient care.8–11

Given the importance and advantages of EI, it is important

that it is evaluated in a validated and accurate manner. There are

several forms of EI assessments. Self-reported assessments ask

participants to answer how likely they are to agree with a

series of statements about emotional information on a 1–5
Likert scale. Examples of self-reported assessments include
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the Emotional Quotient Inventory (EQ-i™), the Schutte Self

Report EI Test (SSEIT), and the Trait Emotional

Intelligence Questionnaire (TEIQue).12–14 We also note

there are 360-degree versions of the self-reported EI assess-

ments such as the EQ 360™.15 Another type of assessment

is the Mayer Salovey Caruso Emotional Intelligence Test

(MSCEIT) which is an ability level EI assessment.16 This

assessment is modeled after traditional intelligence tests, but

with a focus on emotional instead of analytical information. It

is important to emphasize that the MSCEIT is an ability

assessment – as in how well the respondent understands and

uses their emotions and cognitions.

Traditionally these assessments concentrate on the individ-

ual and are used to create a snapshot of their EI level,

however more value may be extracted from these assessments

than previously thought. Due its ambiguity and similarity to

other behavior skills, EI can be a difficult concept to teach,

train, and develop. Current EI training and education is

highly variable and there is limited evidence to suggest their

effectiveness or sustainability. Therefore, it is important to

deploy a quality improvement tool to ensure that learners are

absorbing and applying their EI education correctly. We

propose a novel way to utilize EI assessments as a formative

quality improvement tool for educators to help create and

shape EI education.

Methods

Participants

Participants in the study were recruited from the 2020–2021
Feagin Leadership Program (https://www.feaginleadership.

org) at Duke University in Durham, North Carolina. The

program is a yearlong leadership program whose mission is to

provide a transformational learning experience that develops

effective ethical leaders who positively influence healthcare

and is made up of medical students, residents, fellows, research-

ers, and advanced practice providers. The program includes five

leadership sessions (approximately 5 hours each), individual

executive coaching, monthly team meetings, the development

of a leadership project, and presentation at the annual Feagin

Leadership Forum. All participants were volunteers and could

leave the study at any time. The study was approved by the

Duke University Institutional Review Board.

EI Education

EI is a core value of the healthcare leadership model developed

and followed by the Feagin Program (Figure 1). Of the five

leadership sessions, the third session is a dedicated didactic

lecture on EI. This session is approximately 5 hours long and

consists of discussions and activities related to the development

of EI skills and mindfulness. The objectives addressed in this

session include: 1) understand what EI/Mindfulness is (and is

not), 2) understand how and why EI is the ‘start point’ for
ethical leadership in healthcare, 3) understand the ‘practice
fields’ of EI, 4) be able to apply EI in any context/situation,

and 4) understand what ethical leadership in healthcare looks

and sounds like. Before the 2020–2021 cohort, the program

did not perform formal EI assessments. We wanted to use

the information from the assessments to identify strengths

and weaknesses in the current EI education format to help

shape future EI sessions.

Assessments

Each participant received two EI assessments, the Schutte

Self-Reported Emotional Intelligence Test (SSEIT) and the

Mayer Salovey Caruso Emotional Intelligence Test

(MSCEIT) at two different time points.13 The SSEIT is a

33-question EI self-assessment that measures how much an

individual agrees or disagrees with the EI statements on a 1–
5 Likert scale. The MSCEIT is a proprietary EI assessment

(administered by Multi-Health Systems Inc.) whose questions

measure EI ability rather than self-reflection. Therefore, the

MSCEIT may be considered the gold standard for EI measure-

ment.17 The first round of assessments (pre) were distributed

and completed in February 2021, before the EI lecture in

March. The second round (post) was distributed and collected

at the completion of the leadership program in May-June 2021.

Both assessments were available in an online format. Only indi-

viduals that had completed both pre and post tests within the

same assessment were included in the study. Any incomplete

tests were excluded. The SSEIT was scored according to the

recommended guidelines based on the literature and the

MSCEIT was scored using the expert panel method.18 This

MSCEIT scoring method has been shown to be equivalent

Figure 1. Duke healthcare leadership model developed by the feagin

leadership program.
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to the general population scoring method and was recom-

mended by one of the assessment authors (DC).19

Analysis

The demographic data of the participants was reported, and

descriptive statistics were used at the group level for the pre/

post tests of both the SSEIT and the MSCEIT. Due to the

non-parametric distribution of the data between the individual

pre- and post-tests for each EI assessment, a Wilcoxon sign

rank test was performed. The analysis of the Wilcoxon sign

rank test was performed with a one-tail test, as the intervention

was thought to only improve an individual’s EI. Statistical sig-
nificance was defined as a test statistic that is less than the

Wilcoxon sign rank critical value with an alpha of 0.05. We

also wanted to understand the correlation between the SSEIT

and MSCEIT. Given the lower number of participants in the

post-test, we limited our correlation analysis to the pre-test

that had full participation. Due to the non-parametric distribu-

tion of the data, a Spearman’s Ranked Correlation Coefficient

was used to determine the relationship between the SSEIT and

MSCEIT. Since the SSEIT and MSCEIT branches were

similar but not identical, the Managing Own and Managing

Others branches of the SSEIT were combined, and the

Understanding branch of the MSCEIT was omitted. A two-

tailed test with an alpha of 0.05 was applied.

Results
There were a total of 32 participants with an average age of 29

years old consisting of medical students (n = 16), residents (n

= 7), fellows (n = 7), advanced practice provider (n = 1),

and a researcher (n = 1). (Table 1) For the post-assessments,

there were a total of 21 and 18 participants who completed

the SSEIT and MSCEIT, respectively.

The SSEIT analysis showed a mean pre-total score of 131

(±13, range 98-149) and a post total score of 136(± 13,

106-105), which was statistically significant (test statistic: crit-

ical value, 49 < 67). (Table 2) There were also significant

improvements within the Managing Own (test statistic: critical

value, 51 < 67) and Managing Others (test statistic: critical

value, 17 < 67) branches. The branch with the highest score

after EI education was the Managing Own branch, while the

lowest score was the Perceiving branch. Similar analysis in

the MSCEIT demonstrated a mean pre-test total score of

102 (±20, range 32-141) and a post-test total score of 103

(±12, range 80-121). (Table 3) Statistical significance

between the pre- and post-test was demonstrated within the

Understanding (test statistic: critical value, 37 < 47) and

Managing (test statistic: critical value, 42 < 47) branches. The

highest MSCEIT branch after EI education was the

Understanding branch, while the lowest was the Perceiving

branch.

There was a moderate correlation in the total score between

the SSEIT and MSCEIT assessments that was statistically sig-

nificant (R = 0.5, p-value < 0.001, Table 4). When comparing

branches, there was a statistically significant moderate correl-

ation in the Perceiving (R = 0.6, p-value < 0.001 and

Managing (R = 0.4, p-value < 0.03) branches.

Discussion
With the increasing prevalence of EI education and training, it

is important to not only accurately assess an individual’s EI

ability but also the effectiveness of the education presented.

Our study used EI assessments, as a formative quality improve-

ment tool, to receive educational feedback. Through these

assessments, we were able to strategically breakdown the

general concept of EI into specific branches of Perceiving,

Table 2. SSEIT pre and post EI education scores.

SSEIT Group

Pre

SSEIT

Group

Post

Highest

Possible

Score

Statistical

Significance

Total Score 131
(±13,98-149)

136 (±13,
106-105)

165 Yes

Perceiving
Branch

40 (±6,
23-49)

40 (±6,
20-48)

50 No

Using
Branch

24 (±3,
18-30)

25 (±3,
19-30)

30 No

Managing
Own Branch

36 (±4,
27-44)

38 (±4,
27-45)

45 Yes

Managing
Others
Branch

31
(±5,19-39)

33 (±5,
24-40)

40 Yes

Table 1. Participant pre and post education demographics for the SSEIT
and MSCEIT.

SSEIT and

MSCEIT Pre SSEIT Post MSCEIT Post

N 32 21 18

Male 16 11 11

Female 16 10 10

Average Age (range) 29 (24-43) 29 (24-43) 29 (24-43)

Type of Participants

Medical Students 16 11 7

Residents 7 3 3

Clinical Fellows 7 5 3

Advanced Practice
Providers

1 1 1

Researchers 1 1 1

Chandrapal et al. 3



Using, Understanding, and Managing emotions. We suggest

that understanding the strengths and weaknesses of these

branches can help steer EI education.

In our study, we found that most participants were stronger

in the strategic branches of Understanding andManaging emo-

tions and weaker in the experiential branches of Perceiving and

Using emotions. These results were initially surprising given

that the Perceiving and Managing emotions are more well-

known than the others. Daniel Goleman’s book breaks down

EI into different but similar branches: self-awareness, self-

regulation, motivation, empathy, and social skills.2 Similarly

the EQ-i™ reports on self-regard, emotional self-awareness,

self-actualization, impulse control, and stress tolerance.12

These concepts are related to the MSCEIT branches of

Perceiving and Managing emotions, which we predicted to

have the highest scores due to their ubiquity. However, this

was only true for the Managing branch, and surprisingly the

Perceiving branch demonstrated the lowest scores. Based on

our study, instead of generally teaching about EI, the leadership

program should focus on the experiential branches of

Perceiving and Using emotions to more efficiently improve

the overall EI of the group.

Currently, EI education is extremely variable in method-

ology, scope, and type of learners’ groups.20–25 Examples

range from inexpensive, flexible, asynchronous online

modules to the more involved and expensive executive coach-

ing. Additionally, there are differences in the content of EI lec-

tures as some focus adjacent concepts of mindfulness, burnout,

or resilience. Applying EI assessments as a guide to create

learning objectives and shape EI education can help differenti-

ate EI from other abilities and promote a more standardized

concept.

In education, feedback either directly from learners or

through an assessment is an important way to improve and

modify future educational content. We used of the SSEIT

and MSCEIT assessments to receive formative feedback on

our own EI education, which consisted of emphasizing EI as

a key component of leadership and dedicating a day-long edu-

cational session. Analysis of the EI assessments both before and

after the EI educational session demonstrated significantly

higher total scores for the SSEIT, but not the MSCEIT.

This improvement in self-assessed EI following the FLP was

also described by Bonazza et al in which graduates of the

FLP program over an 8 year period stated improvement in

the domains of EI, communication, and team building.26

The discrepancy between the self-reported SSEIT and ability-

based MSCEIT can mean a few things. The first is that our

specific education does improve EI and that the MSCEIT

does not accurately capture or is not sensitive to this difference.

The other may reflect a self-report bias in that participants

believed their EI improved, which was not objectively true.

The application of these EI assessments in this pre- and

post-test method is relatively novel, specifically in regard to

the administration of the MSCEIT. Due the length and cost

of the MSCEIT a majority of EI studies opt for the self-

assessment studies such as the TEIQue or SSEIT which are

easy to administer, complete, and score. However, these advan-

tages come with the opportunity cost of assessment validity.

Groves et al performed a pre/post-test within a control and

treatment group of business students, where the treatment

group underwent an 11-week EI training program and were

found to have significantly higher overall EI gains.27

However, instead of distributing the MSCEIT, the authors

created their own assessment tool based on the MSCEIT to

assess EI. Although the use of these types of assessments to

measure the efficacy of EI training is logical, more studies are

needed to prove if these assessments can be accurately employed

in this manner.

The correlation between the SSEIT and the MSCEIT was

performed to characterize the relationship between both assess-

ments. Compared to the SSEIT, the MSCEIT is a more time-

consuming and costly assessment which may serve as a deter-

rent to its use. Therefore, we wanted to know if the SSEIT

may be used in place of the MSCEIT. We found a moderate

significant correlation in the total score between the SSEIT

and MSCEIT. Although both tests are based on the philoso-

phy of EI as an ability, instead of personality traits, their

branches were not identical. The SSEIT has a Managing

Table 3. MSCEIT pre and post EI education scores via expert
consensus scoring. The MSCEIT has normalized distribution with a
mean of 100.

MSCEIT

Group Pre

MSCEIT Group

Post

Statistical

Significance

Total Score 102 (±20,
32-141)

103 (±12,
80-121)

No

Perceiving
Branch

98 (±20,
31-146)

92 (±13,
65-120)

No

Using Branch 98 (±18,
36-123)

100 (±14,
69-126)

No

Understanding
Branch

107 (±16,
51-128)

114 (±9,
94-135)

Yes

Managing
Branch

102 (±18,
36-132)

109 (±14,
63-125)

Yes

Table 4. Spearman’s ranke correlation coefficient between SSEIT and
MSCEIT.

Correlation (R value) P-value

Total Score 0.5 (moderate) 0.001

Perceiving Branch 0.6 (moderate) 0.001

Using Branch 0.2 (weak) 0.35

Managing 0.4 (moderate) 0.03

4 Journal of Medical Education and Curricular Development



Own and Managing Other’s emotions, while the MSCEIT

combines these two into one Managing branch. Additionally,

there was no comparable branch on the SSEIT to the

Understanding branch on the MSCEIT and was subsequently

omitted. Our study shows that when looking at the total score,

the SSEIT may serve as a substitute for the MSCEIT to

measure EI if needed, however should be interpreted with

some caution.

Although we present a novel way to measure and shape EI

education, our study has many limitations. The first is the

small sample size, which underpowers the study; however, we

were still able to find statistical significance through comparison

of paired pre/post assessments. Common to all similar volun-

teer studies is the dropout rate. This was especially true for

the post-MSCEIT assessment. We suspect that the higher

dropout rate was due to the longer duration of test in relation

to the SSEIT and the timing of the post-tests given the prox-

imity to the end of the academic term. Another limitation is the

assessments themselves. They are generally used as a snapshot

of an individual’s EI level, as opposed to our study where

they were used to measure EI growth. It is possible that this

approach is not applicable to the validity of the assessment

and more studies are needed to characterize this method.

Lastly, we had an abbreviated timeline of approximately 4

months between our pre- and post-tests. Ideally, the adminis-

tration of the pre-tests would have been at the beginning of

the academic school year, as some individuals may have devel-

oped EI through their own experiences in the leadership

program. If this were true, then our reported results would be

more conservative as the pre/post test difference would have

been greater. To address this, we are in the process of repeating

this study within the same cohort and will administer the

pre-test at the beginning of the leadership program.

Fortunately, this study is the beginning, and there are many

future directions that we plan to explore. As mentioned above,

we plan to repeat the same study with a longer time interval

between the pre- and post-tests. Additionally in our current

study, EI education was performed as a group didactic lecture

along with a few short personal reflection activities. While

thought provoking, these interventions may not lead to behav-

ior change. In his review article on the behavioral level of EI,

Richard Boyatzis states that “since more training, education,

and coaching predominately attempt to help people change

the way they act, the behavioral level of EI and measuring it

can be useful.”28 Similarly we agree that EI ultimately is best

demonstrated as a behavior and plan to incorporate simulation

education in the future to observe behavior change.

Conclusion
EI education and training has gained recent popularity;

however, there is considerable variability in educational delivery

and effectiveness. The purpose of our study was to improve EI

education and share how EI assessments, such as the SSEIT

and MSCEIT, can be used in a novel way to receive valuable

educational and learner feedback that can transform future EI

trainings.

Acknowledgements
The authors would like to thank the support of the Feagin

Leadership Program (https://www.feaginleadership.org) and

VHA SimLearn (https://www.simlearn.va.gov). Additionally,

we would like thank Nitin Patel, MPH for his statistical

guidance.

Author Contributions

Ethical Approval
Not applicable, because this article does not contain any studies

with human or animal subjects.

Informed Consent
Not applicable, because this article does not contain any studies

with human or animal subjects.

Trial Registration
Not applicable, because this article does not contain any clinical

trials.

REFERENCES

1. Salovey P, Mayer JD. Emotional intelligence. Imagin Cogn Pers. 1990;9(3):185-211.

2. Goleman D. Emotional Intelligence: Why It Can Matter More Than IQ. Random

House Publishing Group; 1995.

3. Torres-Landa S, Moreno K, Brasel KJ, Rogers DA Identification of leadership

behaviors that impact general surgery junior Residents’ well-being: a needs assess-
ment in a single academic center. J Surg Educ. 2022;79(1):86-93.

4. Lambert S. Role of emotional intelligence in effective nurse leadership. Nurs Stand.

2021;36(12):45-49.

5. Huikko-Tarvainen S. Elements of perceived good physician leadership and their

relation to leadership theory. Leadersh Health Serv (Bradf Engl). 2021.

ahead-of-print(ahead-of-print).

6. Stoller JK. Help wanted: developing clinician leaders. Perspect Med Educ.

2014;3(3):233-237.

7. Merriam SB, Rothenberger SD, Corbelli JA. Establishing competencies for leader-

ship development for postgraduate internal medicine residents. J Grad Med Educ.

2021;13(5):682-690.

8. Nightingale S, Spiby H, Sheen K, Slade P. The impact of emotional intelligence in

health care professionals on caring behaviour towards patients in clinical and long-

term care settings: findings from an integrative review. Int J Nurs Stud.

2018;80:106-117.

9. Hollis RH, Theiss LM, Gullick AA, et al. Emotional intelligence in surgery is asso-

ciated with resident job satisfaction. J Surg Res. 2017;209:178-183.

10. Libbrecht N, Lievens F, Carette B, Cote S. Emotional intelligence predicts success

in medical school. Emotion. 2014;14(1):64-73.

11. Codier E, Codier DD. Could emotional intelligence make patients safer? Am J Nurs.

2017;117(7):58-62.

12. Bar-On R. Bar-On Emotional Quotient Inventory: Technical Manual. 1997, Available

from: https://storefront.mhs.com/collections/eq-i-2-0.

13. Schutte NS,Malouff JM, Hall LE, et al. Development and validation of a measure of

emotional intelligence. Pers Individ Dif. 1998;25(2):167-177.

14. Cooper A, Petrides KV. A psychometric analysis of the Trait Emotional Intelligence

Questionnaire-Short Form (TEIQue-SF) using item response theory. J Pers Assess.

2010;92(5):449-457.

15. Bar-On R. EQ360. 2011; Available from: https://storefront.mhs.com/collections/

eq-360.

Chandrapal et al. 5

https://www.feaginleadership.org
https://www.feaginleadership.org
https://www.simlearn.va.gov
https://www.simlearn.va.gov
https://storefront.mhs.com/collections/eq-i-2-0
https://storefront.mhs.com/collections/eq-i-2-0
https://storefront.mhs.com/collections/eq-360
https://storefront.mhs.com/collections/eq-360
https://storefront.mhs.com/collections/eq-360


16. Brackett MA, Salovey P. Measuring emotional intelligence with the

Mayer-Salovery-Caruso Emotional Intelligence Test (MSCEIT). Psicothema.

2006;18(Suppl):34-41.

17. Brackett MA, Mayer JD. Convergent, discriminant, and incremental validity of

competing measures of emotional intelligence. Pers Soc Psychol Bull.

2003;29(9):1147-1158.

18. Malouff J, Bhullar N. The Assessing Emotions Scale. 2009. p. 119–134.
19. Sanchez-Garcia M, Extremera N, Fernandez-Berrocal P. The factor structure and

psychometric properties of the Spanish version of the Mayer-Salovey-Caruso emo-

tional intelligence test. Psychol Assess. 2016;28(11):1404-1415.

20. Mounce M, Culhane N. Utilization of an emotional intelligence workshop to enhance

student pharmacists’ self-awareness. Curr Pharm Teach Learn. 2021;13(11):1478-1483.

21. Buckley K, Bowman B, Raney E, et al. Enhancing the emotional intelligence of

student leaders within an accelerated pharmacy program. Am J Pharm Educ.

2020;84(11):8056.

22. Nes E, et al. Building communication and conflict management awareness

in surgical education. J Surg Educ. 2021.

23. Anderson KL, Cobb MIH, Gunasingha RM, et al. Improving medical leadership

education through the Feagin leadership program. Int J Med Educ. 2017;8:290-291.

24. Ghelbash Z, Zarshenas L, Dehghan Manshadi Z. A trial of an emotional intelli-

gence intervention in an Iranian residential institution for adolescents. Clin Child

Psychol Psychiatry. 2021;26(4):993-1002.

25. Malinauskas R, Malinauskiene V. Training the social-emotional skills of youth

school students in physical education classes. Front Psychol. 2021;12:741195.

26. Bonazza NA, Cabell GH, Cheah JW, Taylor DC, et al. Effect of a novel healthcare

leadership program on leadership and emotional intelligence. Healthc Manage

Forum. 2021;34(5):272-277.

27. Groves KS, Pat McEnrue M, Shen W. Developing and measuring the emotional

intelligence of leaders. J Manage Dev. 2008;27(2):225-250.

28. Boyatzis RE. The behavioral level of emotional intelligence and its measurement.

Front Psychol. 2018;9:1438-1438.

Jason Chandrapal is the current Interprofessional Advanced Clinical
Simulation Fellow at the VA Medical Center in Durham, North
Carolina. Originally from Houston, Texas he graduated with a

Bachelor of Science degree in Neurobiology from the University of
Texas followed by a Masters of Science at the University of Texas
Health Science Center in San Antonio. He then obtained his MD
degree from Texas Tech University Health Science Center School of
Medicine. Following medical school he did a one year research fellow-
ship at the University of Utah in the Division of Urology before start-
ing urology residency at Duke University. Following his time at the
VA, he plans to start a radiology residency program at University of
Texas Southwestern this year.

Chan Park, MD is an Adjunct Assistant Professor of Emergency
Medicine at Duke University, Director of Simulation Education and
Co-Director of the Durham, North Carolina Veterans Affairs (VA)
Health Care System’s Interprofessional Advanced Fellowship in
Clinical Simulation, Senior Faculty Advisor for Duke Feagin
Leadership Program and Faculty of Duke University School of
Medicine Leadership Education andDevelopment (LEAD) Curriculum.

Mary Holtschneider is Co-Director of the Durham, North
Carolina Veterans Affairs (VA) Health Care System’s
Interprofessional Advanced Fellowship in Clinical Simulation, and
Nursing Program Manager for Duke University Area Health
Education Center (AHEC).

Joe Doty, a Fellow Human, is the Executive Director of the Dr.
John Feagin Leadership Program and Associate Director of the
Leadership Education and Development (LEAD) curriculum at the
Duke University School of Medicine.

Dean Taylor is a Professor of Orthopaedic Surgery, Director of the
Duke Sports Medicine Fellowship, Director of the Duke University
School of Medicine Leadership Education and Development
(LEAD) Curriculum, and Chairman of the Feagin Leadership
Program

6 Journal of Medical Education and Curricular Development


	 Introduction
	 Methods
	 Participants
	 EI Education
	 Assessments
	 Analysis

	 Results
	 Discussion
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


